K] : A A
MISSOURI -DIVISION OF HEALTH — STANDARD cemncme OF DEATI-I + =632021949
DEPARTMENT OF PUBLIC HEALTH AND WELFARE e —
- Registration Distfict No. __3.18_?mnarv Regutnhon ‘Distriet No. _l 003 .—Repistrar's No. _54&9 STATE'FILE NUMBER

DO NOT WRITE AMENDED

ON THIS 5TUB - FIrED HM¥ o= 1569 .
1. PLACE OF DEATH -2, USUAL RESIDENCE (Where deceased lived. If institution: Residence befora

Vs 300 w-coNTY Y Y NIAXTE :  SWTEY 5 gour 1P COUNTY winiion
Rev. 4/59 b CII’Y (If outide corporate limits, give TOWNSHIP only) Length of stay in'1b ./ CITY . Trside Limits

- OR
owN St. Louis Mo, - . owN 8t'. Louls ) Yes.[1 Né O
. FULY NAME OF Hf NOT in hespital, give location) Inside Limits - d: STREET ({If outside, give location) Reside on Farm
HOSPITAL . ADDRESS
INSTITUTlON Jewish Ho 8D. . Yes (JNo-d . 4159 McGree Yes.[] MNe O

. NAME OF DECEASED First Middle : - Last 4. DATE Month
_ (Type or print} ' '

| |DATE AMENDED

Day Year

EDA (NMI)  MASON PEAM Mav 19, 1963

. SEX 6. COLOR OR RACE 7. Married [ Never Married.J [6.- DATE OF BiRTH é 9. AGE (last birthday} TIF UNDER T YEAR [ IF UNDER 24 HR

female | white Wilowed f Dol Oy /26 /189 A Rl Il

TUSUAL OCCUPATION (Give Kind of wark dane | 105, KIND OF BUSINESS OR INDUSTRY| 1T. BIRTRPLACE (City and siate or country] | 12. CITIZEN OF WHAT COLNTRY

SUEERLTE® " oen retied | weashington Co. Mo.| U.S.A.

13a..FATHER'S NAME ) 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSEAND OR WIFE

_Jdohn G. Tu'rnb'o'u%h Mary F. Mason Ed Decesased
15. ‘WAS DECEASED EVER IN l.l..!':; ARMED FORCES Y& NO. |17, TNFORMANT Address j
WGI.,HCﬁ.ﬂoDUnknm_yhl |(lf yes, give wer or dates of ) pra I'd Ma son St . Loui s , MO .

18. CAUSE OF DEATH {Enter only one cayse per line.for' (a), b)), and [c) Y/ JANTERVAL BETWEEN

PART . DEATH WAS CAUSED BY: . . CQNSET AN DEATH

IMMEDIATE CAUSE (3] : S : 15

Conditions, i siy,}  DUE'TO (b - — - SR

which.gave rise to - - o

above cause (a), :

stating the under- .

lying cause last.. DUE TO:{c)

PART 11.. OTHER SIGNIHCANT COND!TIONS CONTRIBUTING TO DEATH but. noterelatad to the terminal PART HI. If deceased was female was
diseasa condition given.in PART | (a) thera & pregnancy in [ast’ 90 dayi.

] T Yes I gNo I O Unknown,

19, WAS AUTOPSY | 20s. ACCIDENT SUICIDE HOMICIDE 20b, DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART | or PART IL of item 18.)
RFORMED? - ] m] =]
YES J NO

20c. TIME OF Mour . Month, Day, Yesr
" INJURY am.
p-m.

20d. INJURY OE:CURRED 20s. PLACE: OF' |NJURY (e.q., in or sbout h.urr!u. 20f, CITY,-TOWN, OR LOCATION
© WHILE AT'WORK [ B f'urm, factory; s?reel,mffice bldy., elc) *
NOT WHILE AT WORK [ l / .

- g . - .,
21: | attended:the. d id from _IJ\ I 4 ’1 b 5. 'b‘ﬂ%? : nd tast, saw L ative °"—?—Z’—2LL/—‘ >
Deait etcurred’ at Q IK_ A m: on the date. sthied sbove, and to the best of my knowledge, from the. causes. steted.
l . .| =
A Degres or_tfitle]. DDR . ] 22c, DATE SIGNED

23, BURIAL, CRI 7 ; | 23k. DATE : 23c. NAME OF CEMETERY OR'CREMATORY 23d. LOCATION (City,’tawn, or caunty) {5tate)
REMOVAL (Specify} -

. Buris. ] 5/22/65 ‘Sunset Hills Cemetery| Potosl, iissourl

W ADDRESS 25. DATE RECD. BY LOCAL REG." | 2. RE AR'S AIGHA
Donald P. Sparks Potosi, Mo. MAY 21 1963 %:hz éi_ﬂ_'
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MEDICAL CERTIFICATION

USE BLACK INK
OR
TYPEWRITER RIBBON

SHGULD READ -

BY AFFIDAVIT OF

ITEM NO.
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STATEMENT BY LICENSED EMBALMER

| hereby cerfify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

Student Embalmer No.

or by

working under my personal supervision.

Student,

Signature of Student Embalmer

. Licensed Embalmer

P. 0, Addres

* Nofe: The above MUST BE ‘SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING ‘(Failure to comply

with the above constitutes grounds for revocation of license).
If embalmed by a STUDENT he also shall s1gn m his OWN handwrmng

Cor i e

- "lf thls body is fiot embalmed ‘fact should be so’stated abovel’ <

id: '-." '
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